
ABSTRACT 

Objective: This study was aimed to determine whether preprocedural ultrasonography (USG) affects the 
technical performance of spinal anesthesia in elderly patients with difficulty in palpating landmarks, scoliosis, 
or previous spine surgery.

Materials and Methods: This prospective study was conducted in 156 elderly patients scheduled for elective 
orthopedic lower extremity surgery. The patients were randomly divided into 2 groups to receive spinal 
anesthesia by the preprocedural USG examination (group U) or conventional landmark palpation technique 
(group P). The primary finding of our study was the rate of successful access to the subarachnoid space on 
initial needle insertion attempt. Secondary achievements included number of needle insertion attempts, 
number of needle redirections, total procedure time, needle pain scores, patient satisfaction, and complica-
tions of spinal anesthesia.

Results: The rate of successful access to the subarachnoid space at the first needle insertion attempt was sig-
nificantly higher in group U than in group P (74.4% vs 53.8%, p=0.008). Medians (interquartile range) of both 
needle insertion attempts (group P, 2 [1-3] vs group U, 1 [1-2]; p=0.038) and needle redirections (group P, 
3 [2-5] vs group U, 2 [1-4]; p=0.028), requiring to achieve dural puncture, were significantly higher among 
the patients in group P than those in group U. No statistically significant difference was found between the 
groups regarding total procedure time, pain scores, patient satisfaction scores, and spinal anesthesia-induced 
complications (p>0.05).

Conclusion: Our study findings showed that preprocedural neuroaxial USG improves technical performance 
of spinal anesthesia in elderly patients with difficult anatomy.
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Introduction
Central neuroaxial blockade has traditionally been based on the determination of the appropri-
ate interspinous space and needle insertion point by palpation of the anatomical landmarks (iliac 
crista and spinous process). However, obesity, lumbar spine abnormalities, and previous spinal 
surgery are the causes that make the landmark-guided spinal anesthesia difficult [1-3]. In addi-
tion, degenerative changes related to aging, ossification of interspinous ligaments, hypertrophy 
of the facet joints, and narrowed interspinous spaces may increase the rates of failures in spinal 
anesthesia [1-4]. Such challenges can cause many complications, such as multiple attempts of the 
puncture and risks of needle trauma (epidural/spinal hematoma, neural damage, and post-dural 
puncture headache) [5-7].

Ultrasononography (USG) examination before spinal anesthesia enables accurate determination 
of the midline and intervertebral levels and measurement of the depth of intrathecal space [1, 
2, 8]. Although the use of USG has commenced a new era, especially in the peripheral nerve 
and facial plane blocks, it is yet to gain the same popularity in neuroaxial block procedures as the 
more widely used and popular regional anesthesia technique because neuroaxial blocks applied 
by experienced practitioners have higher success and lower complication rates in individuals 
with a normal anatomy [9, 10]. In addition, the use of USG is limited and requires experience 
owing to the narrow acoustic windows resulting from the traditional spinal bone structure [10, 
11].
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Contradictory results have been obtained with 
the use of USG in spinal anesthesia in the 
general population. In some studies, compared 
with the landmark-guided technique, the use of 
traditional preprocedural USG was reported 
not to provide a significant advantage [12-14]. 
In contrast, USG scanning is associated with 
reduction of the risk of failure and a lower num-
ber of needle passes in patients with expected 
technical difficulties [15-19]. We assumed that 
spinal anesthesia was relatively more difficult in 
both elderly patients and those with abnormal 
anatomical landmarks. Therefore, because the 
number of studies investigating this issue are 
limited, there is still a need to study the effec-
tiveness of USG in patients of different age 
groups with different characteristics.

The objective of this study was to determine 
whether the preprocedural USG affects the 
technical performance of spinal anesthesia in 
elderly patients with difficulty in palpating land-
marks, scoliosis, or previous spine surgery.

Materials and Methods

Study Design
This prospective randomized study was con-
ducted in a university hospital between March 
2019 and April 2020 after obtaining an approval 
from the local ethics committee of Necmettin 
Erbakan University (registration number 
2019/1776). A written informed consent was 
obtained from each participant.

Study Population
The American Society of Anesthesiologists 
(ASA) status I-III patients between the ages of 
65-90 years and scheduled for elective ortho-
pedic lower extremity surgery under spinal 
anesthesia were included in the study. The 
patients with contraindications to spinal anes-
thesia, coagulopathy, local anesthetic allergy, 
infections in the intervention area, severe ste-
notic heart disease, and high intracranial pres-

sure and those refusing to participate and having 
difficulty in cooperating were excluded.

Before the procedure, the history and previ-
ous radiological examination findings of all the 
patients were meticulously evaluated. While 
the patients were in the sitting position, the 
vertebral column was physically examined, and 
the palpation difficulty was scored as 0, 1, 2, or 
3 from easy to difficult under the classification 
criteria proposed by Ekinci et al. [17]. Patients 
with palpation difficulty score of 2 or 3 and 
those with anatomical abnormalities, such as 
scoliosis, and a history of surgery in the lumbar 
spine were included in the study.

General Description
Using the closed envelope method, the patients 
were randomly divided into the following 2 
groups: group P where the landmarks were 
detected through conventional palpation and 
group U where preprocedural USG was used. 
The group allocation was kept hidden with 
sealed opaque envelopes opened by the team 
just before the procedure. Because of the design 
of the study, although it was unlikely to blind 
both the anesthetist performing the procedure 
and the patients, the researcher assessing the 
outcomes was blinded to group allocation. The 
procedures were performed by 2 anesthetists 
experienced in neuroaxial USG. Pulse oximetry, 
non-invasive arterial blood pressure, and electro-
cardiogram were used for routine hemodynamic 
monitoring of all the patients. No sedation was 
performed before or during the procedure.

Study Interventions
As described in detail in previous studies [20, 
21], a USG device of Esaote Mylab 30 (Florence, 
Italy) and a 3-5 MHz convex transducer were 
used for systematic screening of the spine in 
group U. First, the probe was placed on the 
sacrum in the longitudinal paramedian sagittal 
plane, and the sacrum was defined as a hyper-
echoic line. The probe was then shifted toward 
the cranium to count the intervals of the inter-
vertebral disks from L5-S1 to L2-L3. The mid-
point of the probe was placed over the L4-L5 
and L3-L4 interspinous spaces and marked on 
the skin by a marker pen (Figure 1).

In the second stage, the probe was placed per-
pendicular to the long axis of the lumbar spine in 
the mid-transverse plane. Interspinous processes 
in the midline from L4-L5 to L2-L3 and bilateral 
horizontally located laminae were determined 
by moving the probe slowly to the cranial or 
caudal direction. The images of the ligamentum 
flavum, dorsal dura complex, vertebral body, 
and articular processes were obtained from this 

range. The images of the laminae were obtained 
symmetrically on both sides, and the midpoint 
of the probe was marked. Thus, we consid-
ered preventing the failure of spinal anesthesia 
because of vertebral rotation in the patients with 
scoliosis. In USG scanning, the intersection point 
of the longitudinal and transverse marks was 
indicated as the midline of the needle insertion 
point (Figure 1). To obtain the clearest image of 
the intrathecal space, the transducer was tilted, 
and the angle according to the transverse plane 
was measured by an electronic protractor. This 
angle was then used as the angle for the needle 
pass and orientation.

In group P, spinal anesthesia was performed 
using the conventional landmark palpation tech-
nique and midline approach. While the patients 
were in seated position, a line joining the supe-
rior aspect of the iliac crests (Tuffier’s line) was 
used to determine the vertebral level of L4. To 
determine the midline and lumbar interverte-
bral spaces, spinous processes and interspinous 
gaps were palpated. For the spinal anesthesia, 
the combination of 12.5 mg of 0.5% hyper-
baric bupivacaine and 100 mcg of morphine 
was administered through a 25-gauge Quincke 
needle (88 or 120 mm).

In both the groups, strict aseptic techniques were 
followed throughout the procedure. A total of 3 
needle insertion attempts were allowed to reach 
the subarachnoid space. When the initial attempt 
was unsuccessful, the required number of the 
reinsertions was recorded until the attempts 
were successful after the needle was completely 
withdrawn from the skin surface. Without with-
drawing the needle completely from the skin 
surface, the number of trajectories required for 
needle redirection was recorded, and only 3 
trajectories were allowed to direct the needle.

In group P, if the dural puncture failed after 3 
needle insertion attempts within the same inter-
space or another interspace chosen, the inter-
vention point was re-determined by USG scan-
ning. Successful spinal anesthesia was defined as 
the confirmation of sensory and motor block 
formation at T-10 dermatomal level or 15 min-
utes after the procedure and successful surgical 
anesthesia. If the spinal anesthesia was unsuc-
cessful after all the procedures, the patient was 
sedated under general anesthesia (GA). All 
the participants responded to a 10-point scale 
(ranging from 0 [no pain] to 10 [most severe 
pain]) to score the pain and to a 5-point scale 
(from 0 [very unpleasant] to 5 [very good]) to 
score the satisfaction. All data obtained in the 
study were analyzed and recorded by an inde-
pendent observer.
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• Spinal anesthesia was relatively more difficult in 
both elderly patients and those with abnormal 
anatomical landmarks.

• The preprocedural USG increases the rate of  
successful access to subarchnoid space at the 
first attempt in the elderly patients with difficult 
anatomy.

• The preprocedural USG reduces the number of  
needle redirections needed to achieve successful 
spinal anesthesia in the elderly patients with 
difficult anatomy.

• The preprocedural USG did not prolong the 
spinal anesthesia procedure time in the elderly 
patients with difficult anatomy.

Main Points



Study Outcomes
The primary outcome of our study was the rate 
of successful access to the subarachnoid space 
on the initial needle insertion attempt. The 
secondary outcomes included the following fea-
tures: the number of needle insertion attempts 

and needle redirections, time taken to establish 
landmarks, total procedure time (defined as the 
sum of time taken to establish the landmarks 
and time taken to administer spinal anesthesia), 
needle pain score, patient satisfaction, and the 
complications related to spinal anesthesia.

Statistical Analysis
The sample size was calculated depending on 
the primary endpoint (the rate of successful 
dural punctures at the first puncture attempt). 
The expected rates on the basis of a previous 
study that was performed with orthopedic 
patients were found to be 65% and 32% using 
the conventional landmark-guided palpation and 
preprocedural USG techniques, respectively 
[18]. We concluded that 75 patients would be 
required in each group (150 patients in total) to 
achieve a power of 0.85 and α and β errors of 
0.05 and 0.15, respectively. To allow for drop-
out, 78 patients were randomly placed into each 
group. The analyses were carried out with the 
Statistical Analysis Software, University Edition 
9.4 program (SAS® University Edition 9.4; SAS 
Institute Inc., Cary, NC, USA). The data were 
given as number (proportion), mean±standard 
deviation, or median interquartile range (IQR 
[range]). The Shapiro-Wilk test was used to 
test continuous variables for normality, whereas 
continuous data were analyzed using t tests 
and Poisson regression. The categorical binary 
outcomes were also analyzed using the chi-
squared test, and a 2-tailed p value of <0.05 was 
accepted as statistically significant.

Results
A total of 156 patients were enrolled and com-
pleted the study period. The consort flow dia-
gram of the study is presented in Figure 2. No 
significant difference was noted between the 
groups P and U in terms of age, weight, height, 
sex, body mass index (BMI), ASA classification, 
and type of surgery, and the clinical character-
istics of the patients are shown in Table 1. The 
palpation scores were 2 in 67 (85.9%) and 3 
in 11 (14.1%) of the patients in group P; the 
scores were found as 2 in 62 (79.5%) and 3 
in 16 (20.5%) of those in group U. There was 
no statistically significant difference between 
both the groups in terms of palpation difficulty 
(p=0.28). The patients with scoliosis and those 
with previous spinal surgery were equally dis-
tributed in the groups P and U. The rate of 
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Figure 2. CONSORT (consolidated standards of  reporting trials) flow diagram of  patients’ recruitment

Figure 3. Number of  attempts required for 
successful dural puncture in group P and group U

Figure 1. a-d. Preprocedural ultrasonography imaging and corresponding skin markings for spinal 
anesthesia (a) Skin markings at the midpoint of  the probe’s long edge (b) Longitudinal sonographic 
view of  the lumbar spine (c) Skin markings at the midpoint of  the probe’s long and short edges (d) 
Mid-transverse view of  the lumbar spine

a

c

b

d



successful access to the subarachnoid space with 
a single intervention was significantly higher in 
group U (74.4%) than that in group P (53.89%) 
(p=0.008). The number of attempts to achieve 
successful dural punctures was 1 in 41 (52.6%), 
2 in 25 (32.1%), and 3 in 12 (15.4%) of the 
patients in group P; the dural punctures were 
attempted in 1 in 58 (74.4%), 2 in 9 (11.5%), 
and 3 in 11 (14.1%) of the patients in group 
U (Figure 3), and the difference between the 
groups was detected to be statistically significant 
(p<0.05). In group P, the number of punc-
tures was higher, at the rate of 28%, than that 
in group U (incidence rate ratio [IRR]=1.28) 
(1.03-1.61). In group P, the number of needle 
redirections was higher at 17% than that in 
group U (IRR=1.17) (1.01-1.35). The median 
(IQR; range) numbers of both needle insertion 
attempts (group P, 2 [1-3] vs group U, 1 [1-2]; 
p=0.038) and needle redirections (group P, 3 
[2-5] vs group U, 2 [1-4]; p=0.028), requiring 
to achieve dural puncture, were significantly 
higher among the patients in group P than those 
in group U (Table 2). No statistically significant 
difference was found between the 2 groups in 
terms of the total procedure time (p>0.05).

Dural puncture could not be achieved in 4 
patients in group P and 1 patient in group U 
despite 3 attempts. In the 4 patients with failed 

spinal anesthesia in group P, the re-insertion 
point was determined under USG guidance, 
and a successful dural puncture was achieved in 
3 of them. However, these 3 patients were not 
included in group U. GA was administered in 1 
patient in each group. There was no significant 
difference between the groups in terms of 
successful spinal anesthesia rates (p>0.05). In 
terms of pain scores because of the procedures 
(group P, 3 [2-4] vs group U, 3 [1-5]) or patient 
satisfaction scores (group P, 4 [4-5] vs group 
U, 3 [1-5]), there was no significant difference 
between the 2 groups. No spinal anesthesia-
induced complications, such as paresthesia, 
backache, and post-dural puncture headache, 
developed in any of the patients.

Discussion
Our study findings showed that preprocedural 
neuroaxial USG improves the technical perfor-
mance of spinal anesthesia in elderly patients 
with lumbar degeneration, difficulty in palpating 
landmarks, scoliosis, or previous spine surgery. 
We also observed that preprocedural USG 
imaging increased the rate of successful access 
to the subarachnoid space at the first attempt 
and reduced the number of needle redirec-
tions required for successful procedure without 
changing the total time compared with the 
landmark-guided palpation technique.

In most patients, the traditional landmark-guid-
ed technique is still the most common and 
effective modality used for spinal anesthesia. In 
the general population, for patients with easily 
discernible landmarks, the use of USG does not 
improve the technical performance of spinal 
anesthesia [12, 13, 22, 23]. However, USG scan-
ning improves the spinal anesthesia procedure 
in those with scoliosis, history of previous spinal 
surgery, obesity, or difficulty in palpating the 
anatomical landmarks [17-19, 24]. Furthermore, 
it was observed that USG could facilitate the 
detection of the sacral hiatus and guide the 
injection needle into the epidural space [25]. 
The majority of patients who undergo lower 
extremity orthopedic surgery are over the age 
of 65 years. Spinal anesthesia can be difficult 
in these patients owing to the degenerative 
changes in the vertebral structures and difficulty 
in positioning. Older patients with lower BMI, 
no spinal deformities, and difficulty to palpate 
landmarks have been reported to benefit from 
neuroaxial USG [19, 24].

Our assumption was that spinal anesthesia was 
relatively more difficult in both elderly patients 
and those with abnormal anatomical landmarks; 
therefore, we investigated the effects of pre-
procedural USG imaging on this patient popu-
lation as the number of studies in this area is 
limited.

In our study, the success rate of spinal anesthe-
sia in the first attempt was 74.4% in the prepro-
cedural group U and 53.8% in the traditional 
group P. In a study performed by Chin et al. [18], 
the use of USG in adult patients with difficult 
surface landmarks was reported to increase 
the success of the first attempt (65% vs 32%) 
compared with the control group. We included 
the patients with abnormal spinal anatomy and 
those with difficulty in palpation into the study 
regardless of BMI, and the mean age of our 
patients was about 10 years more than that of 
the patients assessed by Chin et al. [18]. In a 
study the efficacy of USG scanning was investi-
gated in patients only with documented lumbar 
scoliosis and previous spinal surgery and Park 
et al. [19] showed that there was a significant 
increase in the success of the first attempt (50% 
vs 9.1%).

One of the parameters measuring the techni-
cal difficulty of neuroaxial blockade is also the 
number of puncture attempts required for 
successful procedures [18]. Multiple needle 
passes and manipulations are the independent 
predictors for the complications associated with 
spinal anesthesia, such as back pain, patient dis-
satisfaction, post-dural puncture headache, par-
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Table 1. Distribution and comparison of demographic data and surgical characteristics

Value Group P (n=78) Group U (n=78) p

Age (years) 71.74±6.50*  70.23±5.32 0.358

Weight (kg)  87.38±15.04 89.85±13.13 0.364

Height (cm)  161.92±7.88 160.63±8.17  0.061

Sex (M/F)  54 (69.2)/24 (30.8)  62 (79.5)/16 (20.5) 0.142

BMI (kg/m²) 33.05±6.04 34.3380±5.25 0.147

Previous spinal surgery  6 (7.7)  9 (11.5)  0.4

Scoliosis  22 (28.2)  19 (24.4)  0.58

Type of  surgery THR/TKR/Others  10/46/22  8 /45/25

*Data are given as number (proportion) or mean±standard deviation (SD). BMI: Body mass index, THR: Total hip 
replacement, TKR: Total knee replacement, M/F: male/female

Table 2. Efficacy outcomes

Value  Group P (n=78)  Group U (n=78)  p

Success rates 

 Single puncture  42 (53.8)  58 (74.4) 0.008

 Single redirection   18 (23.1)  28 (35.9)  0.009

Number of  attempts  2 [1-3]  1 [1-2]  0.039

Number of  needle redirections  3 [2-5]  2 [1-4]  0.028

Total procedure time (s)  135.8±101*  134.3±79.6  0.11

*Data are given as number (proportion), mean±standard deviation (SD) or median interquartile range [IQR (range)]



esthesia, hematoma, and persistent neurologic 
deficit [1, 2, 26]. Our findings are consistent 
with those reported by several previous studies, 
demonstrating that preprocedural USG exami-
nation decreases the needle manipulations in 
the elderly [19, 24]. Our study found that the 
number of needle insertion attempts and the 
needle redirections were lower in group U.

Our findings indicated that preprocedural USG 
did not prolong the total procedure time. It was 
demonstrated in several studies that the time 
taken to establish the landmarks through USG 
scanning is longer than that for the traditional 
method; however, USG scanning did not affect 
the total procedure time in terms of reducing 
the time to perform spinal anesthesia [18, 19]. 
The time lost through USG scanning is com-
pensated by decreasing the time spent for the 
procedure [2].

In this study, the dural puncture was unsuccess-
ful in 1 (1.3%) patient in group U and 4 (5.2%) 
patients in group P, and thus alternative tech-
niques were used. The conversion to GA was 
required for 1 patient in both the groups. In the 
systematic review in which Jiang et al. [23] evalu-
ated 1844 patients, it was reported that the use 
of USG improved the success rate of the first 
pass, but there was no evidence of reduction of 
failed punctures. We determined no difference 
between the groups in terms of the complica-
tions related to spinal anesthesia. Because the 
serious complications of neuroaxial blockade 
are rare, the evidence for the reliability of USG 
on the same is insufficient. The use of USG in 
the patients with difficult palpation reduces the 
number of needle manipulations. In addition, 
the distance from the skin to the subarachnoid 
space can be used to determine the needle 
path and length, especially in obese patients 
[15, 16]. Therefore, a decrease in the number 
of spinal anesthesia-induced complications can 
naturally be anticipated. In a study, however, it 
was reported that accidental dural punctures 
occurred in epidural anesthesia despite the 
use of USG, and the risk was related to the 
experience of the practitioner [2]. However, 
another study proposed that inexperienced 
practitioners on receiving appropriate training 
for the procedure could perform successful 
attempts through USG in a brief time [27, 28]. 
Although needle manipulations were found to 
be decreased in our study, no difference was 
detected between the groups in terms of pain 
score and patient satisfaction related to the 
procedure. According to the literature, some 
contradictory results have been reported by 
previous studies. Although several studies found 
an increase in patient satisfaction [13, 24], oth-

ers reported no significant improvement associ-
ated with the satisfaction [4, 11].

This study had some limitations. First, as the 
nature of the study design, both the patients 
and the practitioner anesthetist were not blind-
ed. Second, the preprocedural USG technique 
may have shown inherent inaccurate outcomes 
because of saggy skin and individual difficulties 
of the positions among the elderly.

In conclusion, preprocedural USG increases the 
rate of successful access to subarachnoid space 
at the first attempt and reduces the number 
of needle redirections needed to achieve suc-
cessful procedures without changing the total 
time in elderly patients with difficult anatomy 
compared with the landmark-guided palpation 
technique. Therefore, we believe that the pre-
procedural USG technique has a clinical benefit 
and is superior to the traditional landmark-guid-
ed technique in elderly patients and patients 
with difficult anatomic landmarks.

Ethics Committee Approval: Ethics committee 
approval was received for this study from the Clinical 
Trials Ethics Committee of Necmettin Erbakan 
University (1776/2019).

Informed Consent: Written informed consent was 
obtained from patients who participated in this study.

Peer-review: Externally peer-reviewed. 

Author Contributions: Concept - A.K., Y.U.; Design 
- A.K., Y.U.; Resources - Y.U.; Materials - Y.U., E.Y.U.; 
Data Collection and/or Processing - Y.U.; Analysis and/
or Interpretation - A.K.; Literature Search - Y.U., A.K.; 
Writing Manuscript - A.K., Y.U.; Critical Review - Y.U.

Acknowledgment: The authors thank Numan Duran 
for language editing the article.

Conflict of Interest: The authors have no conflict of 
interest to declare.

Financial Disclosure: The authors declared that this 
study has received no financial support.

References
1. Scapinelli R. Morphological and functional 

changes of the lumbar spinous processes in 
the elderly. Surg Radiol Anat 1989; 11: 129-33. 
[Crossref]

2. Chin KJ. Recent developments in ultrasound im-
aging for neuraxial blockade. Curr Opin Anaes-
thesiol 2018; 31: 608-13. [Crossref]

3. Perlas A, Chaparro LE, Chin KJ. Lumbar neur-
axial ultrasound for spinal and epidural anesthe-
sia: a systematic review and meta-analysis. Reg 
Anesth Pain Med 2016; 41: 251-60. [Crossref]

4. Tessler MJ, Kardash K, Wahba RM, et al. The 
performance of spinal anesthesia is marginally 

more difficult in the elderly. Reg Anesth Pain 
Med 1999; 24: 126-30. [Crossref]

5. Sprung J, Bourke DL, Grass J, et al. Predicting 
the difficult neuraxial block: a prospective study. 
Anesth Analg 1999; 89: 384-9.[Crossref]

6. Zeidan A, Farhat O, Maaliki H, et al. Does post-
dural puncture headache left untreated lead to 
subdural hematoma? Case report and review of 
the literature. Int J Obstet Anesth 2006; 15: 50-
8. [Crossref]

7. Vogt M, van Gerwen DJ, Lubbers W, et al. Opti-
mal point of insertion and needle angle in neur-
axial blockade using a midline approach: a study in 
computed tomography scans of adult patients. Reg 
Anesth Pain Med 2017; 42: 600-8. [Crossref]

8. Ranjini SS, Malarvizhi AC. Ultrasonographic 
guidance in the prediction of difficult spinal an-
aesthesia in older patients. J Evol Med Dent Sci 
2014: 3; 8340-54. [Crossref]

9. Cook TM, Counsell D, Wildsmith JA. Royal 
College of Anaesthetists Third National Audit 
Project. Major complications of central neur-
axial block: report on the Third National Audit 
Project of the Royal College of Anaesthetists. Br 
J Anaesth 2009; 102: 179-90. [Crossref]

10. Lucas DN, Elton CD. Through a glass darkly - 
ultrasound imaging in obstetric anaesthesia. An-
aesthesia 2016; 71: 617-22. [Crossref]

11. Chin A, Crooke B, Heywood L, Brijball R, Pele-
canos AM, Abeypala W. A randomised con-
trolled trial comparing needle movements dur-
ing combined spinal-epidural anaesthesia with 
and without ultrasound assistance. Anaesthesia 
2018; 73: 466-73. [Crossref]

12. Ansari T, Yousef A, El Gamassy A, et al. Ultra-
sound-guided spinal anaesthesia in obstetrics: 
is there an advantage over the landmark tech-
nique in patients with easily palpable spines? Int J 
Obstet Anesth 2014; 23: 213-16. [Crossref]

13. Lim YC, Choo CY, Tan KT. A randomised con-
trolled trial of ultrasound assisted spinal anaes-
thesia. Anaesth Intensive Care 2014; 42: 191-
98. [Crossref]

14. Turkstra TP, Marmai KL, Armstrong KP, Kumar 
K, Singh SI. Preprocedural ultrasound assess-
ment does not improve trainee performance of 
spinal anesthesia for obstetrical patients: a ran-
domized controlled trial. J Clin Anesth 2017; 37: 
21-4. [Crossref]

15. Sahin T, Balaban O, Sahin B, Solak M, Toker K. 
Ultrasound Guidance for Subarachnoid Block in 
Parturient. Anestezi Dergisi 2011; 19: 224-7.

16. Sahin T, Balaban O. Lumbar ultrasonography for 
obstetric neuraxial blocks: sonoanatomy and 
literature review. Turk J Anaesthesiol Reanim 
2018; 46: 257-67. [Crossref]

17. Ekinci M, Alici HA, Ahiskalioglu A, et al. The 
use of ultrasound in planned cesarean delivery 
under spinal anesthesia for patients having non-
prominent anatomic landmarks. J Clin Anesth 
2017; 37: 82-5. [Crossref]

18. Chin KJ, Perlas A, Chan V, Brown-Shreves D, 
Koshkin A, Vaishnav V. Ultrasound imaging facili-
tates spinal anesthesia in adults with difficult sur-
face anatomic landmarks. Anesthesiology 2011; 
115: 94-101. [Crossref]

Eurasian J Med 2021; 53(1): 9-14 Uyel and Kilicaslan. Ultrasonography Guided Spinal Anesthesia in Geriatrics • 13

https://doi.org/10.1007/BF02096469
https://doi.org/10.1097/ACO.0000000000000634
https://doi.org/10.1097/AAP.0000000000000184
https://doi.org/10.1097/00115550-199924020-00005
https://doi.org/10.1097/00000539-199908000-00025
https://doi.org/10.1016/j.ijoa.2005.07.001
https://doi.org/10.1097/AAP.0000000000000653
https://doi.org/10.14260/jemds/2014/3052
https://doi.org/10.1093/bja/aen360
https://doi.org/10.1111/anae.13466
https://doi.org/10.1111/anae.14206
https://doi.org/10.1016/j.ijoa.2014.03.001
https://doi.org/10.1177/0310057X1404200205
https://doi.org/10.1016/j.jclinane.2016.10.034
https://doi.org/10.5152/TJAR.2018.90277
https://doi.org/10.1016/j.jclinane.2016.10.014
https://doi.org/10.1097/ALN.0b013e31821a8ad4


19. Park SK, Bae, J, Yoo S, et al. Ultrasound-Assisted 
Versus Landmark-Guided Spinal Anesthesia 
in Patients With Abnormal Spinal Anatomy: 
A Randomized Controlled Trial. Anesth Analg 
2020; 130: 787-95. [Crossref]

20. Tawfik MM, Atallah MM, Elkharboutly WS, et 
al. Does preprocedural ultrasound increase the 
first-pass success rate of epidural catheteriza-
tion before cesarean delivery? A randomized 
controlled trial. Anesth Analg 2017; 124: 851-6. 
[Crossref]

21. Chin KJ, Karmakar MK, Peng P. Ultrasonography 
of the adult thoracic and lumbar spine for cen-
tral neuraxial blockade. Anesthesiology 2011; 
114: 1459-85. [Crossref]

22. Srinivasan KK, Leo AM, Lohom G, et al. Preproce-
dure ultrasound-guided paramedian spinal anaes-
thesia at L5-S1: is this better than landmarkguided 
midline approach? A randomised controlled trial. 
Indian J Anaesth 2018; 62: 53-60. [Crossref]

23. Jiang L, Zhang F, Wei N, Lv J, Chen W, Dai Z. 
Could preprocedural ultrasound increase the 
first-pass success rate of neuraxial anesthesia 
in obstetrics? A systematic review and meta-
analysis of randomized controlled trials. J Anesth 
2020; 34: 434-44. [Crossref]

24. Geng J, Chen XL, Wang XD, et al. Ultrasound 
imaging increases firstat tempt success rate of 
neuraxial block in elderly patients. Zhonghua Yi 
Xue Za Zhi 2016; 96: 3459-63.

25. Piraccini E, Musetti G, Byrne H, Maitan S. The use 
of sonographic guidance in caudal epidural steroid 
injections. Korean J Pain 2018; 31: 305-6. [Crossref]

26. de Filho GR, Gomes HP, da Fonseca MH, et al. Predic-
tors of successful neuraxial block: a prospective study. 
Eur J Anaesthesiol 2002; 19: 447-51. [Crossref]

27. Arzola C, Mikhael R, Margarido C, Carvalho JCA. 
Spinal ultrasound versus palpation for epidural cath-
eter insertion in labour: a randomised controlled tri-
al. Eur J Anaesthesiol 2015; 32: 499-505. [Crossref]

28. Creaney M, Mullane D, Casby C, Tan T. Ultra-
sound to identify the lumbar space in women 
with impalpable bony landmarks presenting for 
elective caesarean delivery under spinal anaes-
thesia: a randomised trial. Int J Obstet Anesth 
2016; 28: 12-6. [Crossref]

14 • Uyel and Kilicaslan. Ultrasonography Guided Spinal Anesthesia in Geriatrics Eurasian J Med 2021; 53(1): 9-14

https://doi.org/10.1213/ANE.0000000000004600
https://doi.org/10.1213/ANE.0000000000001325
https://doi.org/10.1097/ALN.0b013e318210f9f8
https://doi.org/10.4103/ija.IJA_448_17
https://doi.org/10.1007/s00540-020-02750-6
https://doi.org/10.3344/kjp.2018.31.4.305
https://doi.org/10.1017/S0265021502000716
https://doi.org/10.1097/EJA.0000000000000119
https://doi.org/10.1016/j.ijoa.2016.07.007

